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AssessingExplanatoryModelsfor
CommonMentalDisorders
KamaldeepBhui,M.D.;KatjaRiidell,Ph.D.;
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Objectives:Thisarticleaddressestheclinical
implicationsof3questions:(1)Canasimple
checklist,suitableforusebypractitioners,assess
allcomponentsofexplanatorymodels(EMs)for
mentaldistress?(2)Areperceivedcausesofmen-
taldistressactuallyrelatedtotreatmentprefer-
ences?(3)AreEMs influenceduniquelybyethnic
group,oraretheymorecloselyassociatedwith
thepresenceofcommonmentaldisorders?
Method:FromFebruary2003toJanuary
2004,weinvestigatedEMs formentaldistress
among79Bangladeshi,85blackCaribbean,and
97whiteBritishpeoplewhoreportedifficulties
in theprecedingmonth.EMs wereassessedbya
self-reportchecklistthatinquiredaboutheiden-
tity,causes,timeline,consequences,controllabil-
ity,andpreferredtreatmentsformentaldistress.
Commonmentaldisorderswereassessedusing
theClinicalInterviewSchedule(revised).
Results:Independentofethnicgroup,people
withcommonmentaldisordersweremorelikely
togivespiritualcausalexplanations(oddsratio
[OR]=3.1,95%Cl=1.9to4.9),toreport
behavioral(OR=2.2,95%Cl =1.3to3.8)and
financialconsequences(OR=3.3,95%Cl=1.8
to6),andtoprefercomplementaryt eatments
(OR =4.6,95% Cl =2.3 to 9.1).Comparedwith
blackCaribbeanandwhiteBritishsubjects,
Bangladeshisubjectsmoreoftengavespiritual
orphysicalcausalexplanations.Comparedwith
whiteBritishsubjects,Bangladeshiandblack
Caribbeansubjectspreferredmedicalandspiri-
tualtreatments,whereaswhiteBritishsubjects,
ascomparedwiththeother2 ethnicgroups,
preferredself-managementa dsocialtreatments.
Causalexplanationsdidnotalwaysrelateto
thecorrespondingtreatmentpreferences.
Conclusions:EMscanbeassessedbya
simplechecklist,showvariationsbyethnicgroup,
andareassociatedwithcommonmentaldis-
orders.IdentifyingEMs maystrengthenthe
assessmentofcommonmentaldisorders.
(J ClinPsychiatry2006;67:964-97J)
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Personalexplanationsformentaldistress,alsocalledexplanatorymodels(EMs),mayexplainvariations
intheassessmentandmanagementofmentaldisorders,l.2
Researchstudieshowthatdifferencesbetweenpatients'
EMsandthemedicalprofessions'explanationsforcondi-
tionssuchasasthma,diabetes,leprosy,tuberculosis,anx-
iety,anddepressionexplainethnicvariationsin assess-
mentandrecognitionof thesemedicalconditions.3-1OYet,
cliniciansmaynotappreciatehesignificanceofEMsfor
mentaldisorderswhenthesedrawonsocial,religious,or
supernaturalttributions.7-1OFor example,anEthiopian
woman'scomplaintsof havinga"snakein herleg"may
bemisunderstoodto bedelusional,insteadof appropri-
atelyunderstoodasan idiomaticexpressionof having
problemswithhermother-in-law.1OPatients'perceived
causesofcommonmentaldisordersarestrongpredictors
of functionalimpairmentandshort-termprognosisand
arebetterpredictorsthandiagnosesorsymptoms.JI EMs
for depressionthatincludeanexternalocusarealsoindi-
catorsof apoorprognosis.12
AssessingEMs is nowrecommendedin routineprac-
ticein orderto improvetheculturalcompetencyof as-
sessment,diagnosticvalidity,andtherapeuticrelation-
ships.l,J3,'4It is importantto reconcilepatients'andthe
doctors'divergentEMs aboutdiagnosis,treatment,and
prognosis;thisis aparticularchallengein culturallydi-
versesocieties.13,14AssessingEMsensuresabetterinsight
intothepatient'spersonalexperienceof illness.Jaspers15
arguedthiswasessentialin orderto assessthesignifi-
canceof psychopathology,b ensuringa betterunder-
standingof thepatients'subjectivexperienceof illness
in itssocialcontext.However,previousresearchasfo-
cusedmainlyoncausalexplanationsratherthanallcom-
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Table1.Summaryof theBEMI-C for AssessingExplanatoryModels
Domain Items(numbersandexamples)
Identity 41 labelsfor theidentityof theircondition:
examplesincludevisual deficiency,crying,screaming,
bodily weakness,violence,beingmute,andhallucinations
40 possiblecausesof theirdistress:for example,bereavement,
testof faith, substanceuse,family problems,fate,theclimate,
genetic,financial,poison,andviruses
Cyclical or durationof condition
26 itemson theconsequencesof distress:for example,feelingsad,
beinglockedup, losingtheirjob, fearinggoingout,pain,
andusingalcohol
Preferredinterventions 18-itemchecklistthatincludestalkingto your friends,
talkingto yourgeneralpractitioner,dance,takingmedication,
prayer,exercise,anduseof alcohol
Abbreviation:BEMI-C =BartsExplanatoryModel Inventory,self-reportchecklist.
Causes
Timeline
Consequences
ThematicGroupsUsed in Analyses
Physical health,mentalhealth,behavioralchanges
Social, spirimal,behavioral,climaterelated,
medical/physicalhealth
Cyclical, morethanor lessthan6 months
Psychological,behavioral,financial,social,
physicalhealth
Self-care,socialcare,complementary,spiritual
treatmentsuchasprayer,medical/physicalhealth
ponentsofEMs,andonlyafewstudiesincludedseveral
ethnicgroupsandappliedthesamemethodsofmeasur-
ingmentaldisordersandEMsforvalidcomparisons.
In thisarticle,weconsiderhowassessingEMs may
strengthentheclinicalassessmentof commonmental
disorders.We investigatedEMs in 3 distinctethnic
groupslivinginaninnercityurbanarea,usingthesame
studymethods.Threequestionswereaddressed:(1)Can
asimplechecklist,suitableforusebypractitioners,as-
sessallcomponentsofEMsformentaldistress?(2)Are
causalexplanationsrelatedtotreatmentpreferences?(3)
Are EMs influenceduniquelyby ethnicgroup,or are
theyalsoinfluencedbythepresenceofacommonmen-
taldisorder?
METHOD
Assessmentof ExplanatoryModels
The termexplanatorymodelarosefromanthropo-
logicalcritiquesofpsychiatricpractice.Weusetheterm
explanatorymodelin thisarticleratherthansimilar
termssuchas illnessmodelor illnessrepresentation
thatsometimesfeaturein medical,psychological,and
sociologicalresearch.All of thesetermsandrelated
theoreticalmodelsdrawon personalexplanationsfor
illnessandshare5 buildingblocks.2.16Theseinclude
thepatient'sownunderstandingofwhattocalltheirill-
ness(illnessidentity)basedonthedominantcomplaints,
theperceivedcauseoftheillness,thetimelineorcourse
of thecondition,theconsequencesof thecondition
andperceivedcontrollability,andperceivedeffective
treatments.
FromFebruary2003toJanuary2004,weassessed
EMs usingthe BartsExplanatoryModel Inventory
(BEMI), whichwasdevelopedempiricallyfrompub-
lishedaccountsofexpressionsofdistressfromtheworld
literature.I? Thesepublishedaccountswerereviewedand
subjectedtoqualitativeanalysesin ordertoclusterthe
dataintokeythematicategories.)?,18An independent
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secondresearcherclustereditemsintonamedthemes
and found good agreement(K =0.8). This process relied
onqualitativeconceptuallydrivenapproachestovalida-
tion,ratherthanonlyrelyingonstatisticaltests.18.19
Cliniciansdonotusuallyhavethetimeandresources
toundertakeadetailedandunstructuredxplorationof
EMs or qualitativedataanalysis.Therefore,wemodi-
fiedtheinterviewversiontoproduceamoreusefulshort
self-reportchecklistforuseinclinicalsettingsandsur-
veyresearch(BEMI-C20;seeTable1).Endorsementof
itemswashigherfor thechecklistversioncompared
with the interviewversion,whichdocumentedonly
spontaneousEMs.17TheBEMI-C showedgoodfaceand
contentvalidity,test-retestreliability(Pearsoncorrela-
tioncoefficientsbetween0.78and0.95),andinterrater
agreementof clustereditems(K =0.8). Subjectswere
askedtoreadandendorseall itemsthatdescribetheir
perceptionsaboutheircondition(seeTable1,column
1).Theseitemscorrespondtoasmallernumberof the-
maticcategories(column3inTable1)thatwereusedto
summarizethekeyfindingsandforstatisticalnalyses.
AssessmentofCommonMentalDisorders
We assessedmentalhealthstatuson theClinical
InterviewSchedule(revisedversion).21This is a vali-
datedmeasureofcommonmentaldisorders(anxietyand
depression)assessedon thebasisof 14symptomsin
a structuredinterviewformat;it has beenusedin
cross-culturalsettingsandin nationalandinternational
research.Scoresof12ormoreindicateclinicallysignifi-
cantmorbidityconsistentwithanICD orDSM diagno-
SiS.1,21.22This is thethresholdweusedin theanalyses.
Continuousmeasuresof commonmentaldisordersare
recognizedto reflecttruepopulationdistributions.21-23
Althoughsuchmeasuresarenotwidelyusedbecauseof
poorclinicalutility,23ascertainmentof significantmen-
taldisordersontheClinicalInterviewScheduleshows
goodagreementwithclinicaldiagnosesandtheneedfor
clinicalintervention?)
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SociodemographicandHealthInformation
We also askedaboutage,gender,employment
(manual/nonmanual),receiptofanybenefits,attendance
of highereducation(college,universityaftertheageof
16years),accommodation( wned,rentedprivate,coun-
cil tenant),andtheself-reportedpresenceof a chronic
physicalhealthproblem.Thefull interviewwasavail-
ableinEnglish,Bengali,andSylhetiandwasadminis-
teredtothosewhoreported"aproblemordifficultythat
distressedtheminthelastmonth."
Sampling
Ethnicitywasdefinedby self-ascriptioni accord
with2001nationalcensuscategories,on thebasisof
ethnicgrouprecordedin theprimarycarerecords,and
byverificationatinterview.Thisclassificationisusedin
nationalandlocalsurveysandinresearchandpolicyde-
velopmentin theUnitedKingdom.Althoughthereare
variationsin socialclass,education,andmigrationex-
perienceswithinthesegroups,thesegroupsareseenas
cogentethnicgroupsforresearchandreflectimmigra-
tionpatternstotheUnitedKingdom.24,25
Communitysurveysreportthatover98% of all
ethnicgroupsareregisteredin primarycare,26Subjects
wererandomlysampledpatientsfromprimarycare
registers(4 practices)wherevertheir ethnicgroup
wasspecifiedasblackCaribbean,Bangladeshi,orwhite
British(responserates:29%,44%,and46%,respec-
tively).Ethnicityinformationwasnotalwaysrecorded
inprimarycarerecords.Therefore,torecruitmorerep-
resentativesamplesfromawiderangeof agesandde-
mographicstrata ndacrossgenders,wealsorecruited
attendeesof non-healthagenciesin thecommunity.27
Localnon-health-relatedcommunityvenues(15sites)
includedcolleges,communitygroups,andsocialven-
ues.Ethnicoriginwasconfirmedatinterview.Thestudy
receivedethicalapprovalfromthelocalethicalreview
board(EastLondonandCityHealthAuthorityEthics
Committee).Therewerenoenticementstoparticipate.
Werecruited125whiteBritishpeople,116black
Caribbeanpeople,and122Bangladeshipeople.Ofthese
subjects,97whiteBritishsubjects,85blackCaribbean,
and79 Bangladeshisubjectsendorsedour screening
question(Haveyouhadanyproblemordifficultyinthe
precedingmonth?)andso proceededto completethe
BEMI checklist.Thescreeningquestionwasbroadin
ordertoincludeallwhomayhavesufferedfromsome
emotionaldistressothatwecouldthenaskaboutheir
explanatorymodels.Wealsorecordedurationof resi-
dencein theUnitedKingdom.Subjectsproceedingto
interviewshowednosignificantdifferencesfromthose
not interviewedby gender,ethnicgroup,recruitment
fromgeneralpractitionero communityvenue,duration
of stayin theUnitedKingdom,occupation,or accom-
modationstatus.
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StatisticalAnalyses
Demographiccharacteristicsweretabulatedbyethnic
group(Table2).EMsweretabulatedbyethnicgroupand
commonmentaldisorder(Table3).WeundertookX2and
Kruskal-Wallistestsofsignificanceforthesedata.
Previousstudiesemphasizedcausalexplanationsas
determinantsof treatmentchoice.We assessedthisby
calculatingpairwisecorrelationsbetweencausalexpla-
nationsandpreferredtreatments.Correlationsbetween
causalexplanationswithpreferredtreatmentswerere-
portedonlyif theyreachedasignificanceof p<.01,to
makeallowancefor thenumberof significancet stsfor
ethnicgroup,
Wealsoundertooklogisticregressionanalysestoas-
sesswhetherEMs wereassociatedwith ethnicgroup
or withcommonmentaldisorders(abinaryvariable).21
Webuilt5 separatemodelscorrespondingtoeachof the
domainsof EMs: identity,causalexplanations,timeline,
consequences,andtreatment.Logisticregressionmodels
tookaccountofthecluster-sampleddata,usingthe"clus-
ter"commandinStata5.0(StataCorpLP,CollegeStation,
Tex.).Althoughnotallpotentialconfounderswereassoci-
atedwithcommonmentaldisorders,weadjustedforthem
all inordertoensurethemostparsimoniousfindings.We
,appliedtheconservativeBonferronicorrectionandreport
findingsreachinga significanceof p<.003for anyone
model.Wherecomponentsof EMs wereassociatedwith
thecommonmentaldisorderinregression,wecalculated
sensitivities,pecificities,andpositiveandnegativepre-
dictivevaliditiesfor themasindividualcomponentsof
EMsandasagroupinordertoevaluatetheirfuturevalue
intheassessmentandrecognitionofcommonmentaldis-
order(Table4)?8
RESULTS
SampleCharacteristics
BlackCaribbeansubjectsweremorelikelyto bere-
cruitedfromthecommunity,weremoreoftenwomen,
werelesslikelytoowntheirhouses,andweretheleast
likelytohaveacommonmentaldisordercomparedwith
theotherethnicgroups(seeTable2).Bangladeshisub-
jectswereleastlikelytoreceivefinancialwelfaresupport,
tobeinpaidemployment,ortohavereceivedhigheredu-
cation;Bangladeshisweremostlikelytobebornoutside
of theUnitedKingdomandhaveacommonmentaldis-
order(Table2),
EthnicVariationsofExplanatoryModels
Thereweresignificantethnicdifferencesrelatedto
EMs(Table3;percentagesintheTotalcolumns):
Identityof thedistress.BlackCaribbeanpeoplewere
lesslikelytolabeltheirdistressasaphysicali lnesscom-
paredwithwhiteBritishandBangladeshipeople(X2=21,
df=2,P <.001).WhiteBritishpeopleweremorelikelyto
966
Bhuietal.
Characteristics".b
Table2.SociodemographicCharacteristicsoftheSample
WbiteBritish
(N=97)
Age, y
Range
Mean
Gender
Female,N (%)
Male,N
Placeof birth
UnitedKingdom, N (%)
Other,N
Recruitmentvenue
GP, N (%)
Community,N
Higher education
Yes, N (%)
No,N
No. of children
Range
Mean
Employmentstatus
Paid employment,N (%)
Homemaker,N (%)
Other:unemployed,retired,or disabled,N
Receivesbenefits
Yes, N (%)
No,N
Accommodation
Owned,N (%)
Rented,N (%)
Statutory/council,N
Chronic physicalillness
Yes, N (%)
No,N
CMDs present<
Yes, N (%) 36(37.1) 20 (23.5) 57 (72.2)
95% Cl for % 28 to 48 15to 34 61to 82
"In theentiresample,demographiccharacteristicsthatwereassociatedwith commonmentaldisorderincludedplaceof birth(UnitedKingdom:
50.4%vs. non-United Kingdom: 36.5%,p <.05),highereducation(yes:35.9%vs.no: 50.4%,p <.05),receiptof benefits(yes:50.4%vs. 34.2%,
p <.01),andchronicphysicalillness (yes:52.9%vs. no: 28.9%,p <.001).
bEthnicgroupspecificanalysesshoweddemographicassociationswith CMD mainlyfor whiteBritish subjects:accommodation(p=.03),gender
(p =.04),benefits(p =.005),andemployment(p =.05).For BangladeshiandblackCaribbeansubjects,only havingachronicphysicalhealth
problemwasassociatedwith commonmentaldisorders(p < .05for bothgroups).
<CommonmentaldisordersweremorefrequentamongBangladeshipeoplewhencomparedwith whiteBritish peopleevenafteradjustmentfor
demographicdifferences(unadjusted:OR =4.39,95% Cl =2.3to 8.3,p <.001;N =260;adjustedfor receiptof benefits,accommodation,chronic
physicalcondition,recruitmentsource,occupation,age,gender,andnumberof children:OR =3.8,95% Cl =1.6to8.8,p=.02;R2=0.18;
N=249).
dCellshada lower totalN thanthatshownat thetopof thecolumndueto missingdata.The percentageswerecalculatedusingtheactualtotalNs.
Abbreviations:CMD =commonmentaldisorder,GP=generalpractitioner,KW =Kruskal-Wallistest.
21-77
39.6
57(58.8)
40
92(94.9)
5
61(62.9)
36
72(74.2)
25
(k)
0.74
58(59.8)
6 (6.2)
33
67(69.8)d
29
46(47.4)
23(23.7)
28
57(59.4)d
39
Black Caribbean
(N =85)
19-82
43.3
72(84.7)
13
31(36.5)
54
20(23.5)
65
39(47.0)d
44
(k)
2
43(50.6)
12(14.1)
30
35(41.2)
50
13(15.3)
10(11.8)
62
45(52.9)
40
Bangladeshi
(N=79)
19-77
40.4
40(50.6)
39
3(3.9)
75
35(44.3)
44
20(26.3)d
56
0-19
3.1
19(24.7)d
18(23.4)
40
19(25.5)d
56
24(30.4)
7(8.9)
48
54(68.4)
25
df
2
pValue
.92
KW: 0.16
23.3 2 <.001
150.6 2 <.001
28.4 2 <.001
40 2 <.001
KW: 76.0 2 .0001
25.2 <.0014
35.3 2 <.001
40.1 4 <.001
4.1 .132
41.3 2 <.001
calltheirdistressabehavioralproblemcomparedwiththe
other2ethnicgroups(X2=7.6,df=2,P=.02).
Causalexplanations.Comparedwiththeother2eth-
nicgroups,Bangladeshipeopleweremorelikelytopro-
posephysical(X2=18.4,df=2,P<.001)andspiritual
causalexplanationsfor theirdistress(X2=65.3,df=2,
P <.001)andlesslikelyto invokebehavioralexplana-
tions (X2=9.4,df =2,P <.001).
Consequences.Bangladeshipeoplewere,however,
morelikely to reportsignificantpsychologicalconse-
quencesof theirdistresswhencomparedwiththeother
ethnicgroups(X2=14.7,df=2,P<.001).
Timeline.BangladeshiandblackCaribbeanpeople
moreoftenreportedthattheirdistressconsistedof a
singleepisoderatherthancyclicalperiodsof distress
compared with white British individuals (X2=23.8,
df=2,P <.001).OnlyamongblackCaribbeanandwhite
Britishsubjectswasthereanassociationbetweencom-
monmentaldisorderanddurationofdifficultiesformore
than6months.
Preferredtreatments.Over80%of whiteBritishpeo-
ple preferredself-management(X2=11.3,df=2, P<
.001)andinformal"treatment"by friendsandfamily
(X2=21.04,df =2, P <.001);thisviewwaslesscommon
amongBangladeshiandblackCaribbeani dividuals.In
accordwiththeircausalexplanations,blackCaribbean
and Bangladeshipeoplefound medical(X2=7.59,
df =2,P <.05)andspiritualtreatment(X2= 19.94,df =2,
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Table4.Associationsof ExplanatoryModelsandCommonMentalDisorderin Logistic RegressionModels
ExplanatoryModel OddsRatio 95%Cl pValue Sensitivity Specificity
Spiritualcauses 3.1 1.9to4.9 <.001 62.9 80.2
Behavioralconsequences 2.2 1.3to3.8 .003 51.3 75.3
Financialconsequences 3.3 1.8to6.0 .001 43.3 84.3
Complementaryt eatments 4.6 2.3to9.1 <.001 23.0 93.2
Composite:positivetoanyoftheabove ... ... ... 92.0 56.2
Abbreviations: NPV =negative predictive validity, PPV = positive predictive validity.
PPV
71.0
61.7
68.1
72.2
61.9
NPV
73.6
66.8
65.8
61.0
90.1
p<.001)morehelpfulin controllingdistress,whereas
significantlysmallerproportionof whiteBritishindi-
vidualsheldthisview.
CausalExplanationsandPreferredTreatments
Medicalcausalexplanationsweresignificantlycor-
relatedwith preferringmedicaltreatments,but only
amongblackCaribbean(pairwisecorrelation:0.44)and
whiteBritishsubjects(pairwisecorrelation:0.35).In
contrasto theotherethnicgroups,blackCaribbean
subjectswith medicalcausalexplanationswerealso
morelikely to seeknonmedicaltreatments(pairwise
correlationfor socialtreatments:0.25;for self-directed
treatment:0.31;and for complementarytreatments:
J Clin Psychiatry67:6,June 2006
0.30).AmongwhiteBritishsubjects,piritualcausalex-
planationswerealsorelatedtoapreferenceformedical
treatment(pairwisecorrelation:0.28).AmongblackCar-
ibbeansubjects,piritualcausalexplanationswerecorre-
latedwithself-management(pairwisecorrelation:0.3)
andapreferenceforcomplementaryt eatments(pairwise
correlation:0.35).
CommonMentalDisordersandExplanatoryModels
SomecomponentsofEMsweremoreprevalentamong
peoplewithcommonmentaldisorderswhencompared
withthosewithoutcommonmentaldisorders(Table3);
thesedifferencesvariedbyethnicgroup.Onlysignificant
findingsfromregressionmodelsareshowninTable4.
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Table3. ExplanatoryModelComponents:RelationshipWith Ethnic Group andCommonMentalDisorders
WhiteBritish Bangladeshi BlackCaribbean
Noncases Cases Totals Noncases Cases Total Noncases Cases Total"
(N=61), (N=36), (N=97), (N=22), (N =57), (N=79), (N=63), (N=20), (N=83),
ExplanatoryModels N(%) N(%) N (%) N(%) N(%) N(%) N(%) N (%) N(%)
Identity
Reportsphysicalhealthproblems 53(86.9) 36(100.0) 89(91.8) 18(81.8) 57 (IOO.O)t 75(94.9) 40(63.5) 20(100.0)t 60(72.3>*
Reportsmentalhealthproblems 47(77.0) 35{97.2)t 82(84.5) 16(72.7) 57 (IOO.O):I: 73(92.4) 48(76.2) 20(100.0) 69(81.9)
Reportsbehavioralproblems 41(67.2) 36 (100.0):1: 77(79.4) 10(45.5) 45(78.9)* 55(69.6) 31(49.2) 20 (l00.0):I: 51(61.5)*
CausalExplanation
Psychosocial 54(88.5) 36(100.0) 90(92.8) 21(95.5) 47(82.5) 68(86.1) 47(74.6) 19(95.0) 66(78.6)*
Spiritual 6 (9.8) 10(27.8)* 16(16.5) Il (50.0) 48(84.2)t 58(74.7) 12(19.1) 13(65.0):1:26{31.0):I:
Behavioral 17(27.9) 19(52.8)* 36(37.1) 3 (13.6) 10(17.5) 13(16.5) Il (17.5) Il (55.0)t 22{26.5)t
Weather 5 (8.2) 7 (19.4) 12(12.4) 3(13.6) 9 (15.8) 12(15.2) 3 (4.8) 10 (50.0):1: 13(15.7)
Physical Il (18.0) 13(36.1)* 24(24.7) 6 (27.3) 34(59.7)* 40(50.6) 7(11.1) Il (55.0):1: 18{21.7):I:
Situational/environmental 13(21.3) 20(55.6)t 33(31.4) 5 (22.7) 18(31.6) 23(29.1) 14(22.2) 13(65.0)t 27(32.1)
Tlme/ine
Cyclical/comingandgoing 50(82.0) 30(83.3) 80(82.5) 8(40.0) 30(53.6)b 38(50.0) 36(57.1) 13(65.0) 49(59.0H
Lastedmorethan6 months 23(37.7) 27(75.0):1: 50(51.6) 12(54.5) 49(86.0)t 61(77.2) 39(60.9) 13(65.0) 52(62.7)t
Consequences
Psychological 47(77.1) 36 (IOO.O)t 83(85.6) 19(86.4) 57 (lOO.O)t 76(96.2) 42(66.7) 20 (IOO.O)t 62{74.7):I:
Social 16(26.2) 23(63.9):1: 39(40.2) 7 (31.8) 32(56.I) 39(49.4) 24(38.1) 13(65.0)* 37(44.6)
Physical 19(31.1) 18(50.0) 37(38.1) 6 (27.3) 34(59.7)t 40(50.6) 16(25.4) 14 (70.0):1: 30(36.1)
Behavioral 22(36.1) 21(58.3)* 43(44.3) 5 (22.7) 25(43.9) 30(38.0) 9 (14.3) 12(60.0):I: 21(25.3)
Financial 9 (14.8) 13(36.1)* 22(22.7) 4 (18.2) 25(43.9)* 29(36.7) ID(15.9) Il (55.0):1: 21(25.3)*
Treatments,Control,andCure
Self-managementhelpful 47(77.1) 32(88.9) 79(81.4) 12(54.5) 35(61.4) 47(59.5) 26(41.3) 16(80.0)t 42(50.6):1:
Socialtreatmenthelpful 51(83.6) 28(77.8) 79(81.4) 11(50.0) 33(57.9) 44(55.7) 23(36.5) 14(70.0)t 38(45.2):I:
Medicaltreatmenthelpful 13(21.3) 10(27.8) 23(23.7) 5 (22.7) 28(49.1)* 33(41.8) 16(25.4) 9 (45.0) 26(30.1)
Alternativetreatmenthelpful 7(1l.5) Il (30.6)* 18(18.6) o (O) 7(12.3) 7 (8.9) 3(4.8) 8 (40.0):1: Il (13.3)
Spiritualtreatmenthelpful 6(9.8) 2 (5.6) 8(8.3) 6 (27.3) 18(31.6) 24(30.1) 20(31.8) 10(50.0) 30(35.7):I:
»Valuesinthiscolumnareforcomparisonof totalsforeachethnicgroup.
"TotalN =56duetomissingdata.
*ps .05.tp s .01.:l:ps .001.
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Independentof ethnicgroup,peoplewithcommon
mentaldisordersweremorelikelytogivespiritualcausal
explanations(Table4), to reportsignificantbehavioral
andfinancialconsequencesof theirillness,andtoprefer
complementaryt eatments.Spiritualcausalexplanations
hadhighsensitivityandspecificityforcommonmental
disorders(Table4).A compositeassessmentthatakesac-
countof"spiritual"explanations,behavioralndfinancial
consequences,andtheuseof complementaryt eatments
hadahighersensitivitybuta lowerspecificitythanany
singlecomponentoftheEM (Table4).
DISCUSSION
UseofChecklist
TheBEMI-C,achecklistusedinthisstudytoassessall
componentsof EMs,yieldedplausibleresults.Thefind-
ingsvaried-in someaspects-betweenethnicgroups
andshowedsubstantialssociationswiththepresenceof
commonmentaldisorders.The checklistis brief and
simpleto use.It shouldbepossibleto administerthe
checklistnotonlyin largescaleresearch,butalsoinrou-
tinecarewherelongerinterviewsarenotfeasible.
EthnicPatternsof EMsandtheLinkBetween
CausalExplanationandTreatmentPreference
Weconfirmedethnicvariationsof theperceivedna-
ture,cause,consequences,andpreferredtreatmentsfor
commonmentaldisorders.Causalexplanationswerenot
alwayspredictiveof preferredinterventionsin anyone
ethnicgroup.Pluralistichelpseeking,thepopularityof
self-managementand complementarytreatments,and
psychosocialcausalexplanationswerecommon,irrespec-
tiveofethnicgroup.
WefoundthatwhiteBritishpeoplemoreoftenheldso-
cialcausalexplanationsandpreferredself-management.
Amongthosewithphysicalcausalexplanations,black
CaribbeanandwhiteBritishpeoplesoughtoutmedical
treatment,butBangladeshipeopledidnot.Ourfindings
of morespiritualorsupernaturalexplanationsofferedby
blackCaribbeanandBangladeshisubjectswithcommon
mentaldisordersareconsistentwithpreviousfindingsfor
patientswithschizophreniain thesameethnicgroupsS
andpatientspresentingto primarycarewithcommon
mentaldisorders.6.29
Althoughpsychologicalcausalexplanationsandmen-
tal disorderas theidentityof distresswerecommon
acrossallethnicgroups,wefoundthatBangladeshismore
oftenproposedpsychologicalconsequencesof theirdis-
tress.ThiscontradictspreviousfindingsthatSouthAsians
lessoftenreportpsychologicaldistressandthatheymore
oftenpresentsomaticsymptoms.29-32Our studydoes
showthatpsychosocialexplanationsarecommonand
oftencoexistentwith othercausalexplanations.This
coexpressionof differentEMs andthepropensitytonot
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reportpsychosocialexplanationsin thepresenceof so-
maticcomplaintsmaypartlyexplainthediagnosticdiffi-
cultiesof recognizingmentaldisordersacrossethnic
groups. 1.29-32
ImprovingPsychiatricAssessments
A betterunderstandingof a patient'sEM will help
cliniciansmanagedivergentpatientand professional
treatmentexpectations.sResolvingdifferenceswithout
conflictis oneof thecharacteristicsof traditionaland
complementarypractitionersandis saidto explainthe
popularityofsuchpractices.Therefore,tacklingdivergent
EMsearlieratherthanafteraperiodofnonadherenceor
dropoutfromtreatmentcanbeexpectedtoenhancethe
therapeuticalliance.Doingsoavoidsfrustrationandmay
beexperiencedbythepatientasamoreusefulencounter
in whichtheirbeliefshavebeenheardandunderstood,
ratherthandismissed.This in turnmayengendermore
trustandoffersa behavioralmodelfor thepatienthat
showsawillingnesstoworkwithanalternativeEM.
Askingaboutpatients'EMs canenhancethequality
of clinicalassessment,especiallyacrossculturalbound-
arieswherethereis scopefor bothunderdiagnosisand
overdiagnosis.The culturalconsultationmodelrecom-
mendsthereconciliationofdivergentpatientandprofes-
sionalEMs withoutconflict.14.29Addressingthesewhen
treatmentis commencedmayimprovetreatmentadher-
encethroughimprovementof thepatients'understanding
of theirconditionandtheclinicians'understandingofthe
needfor psychoeducationalpproaches.14
AlthoughEMs varybetweenethnicgroups,theyalso
varywithineachethnicgroup,andsoclinicalassessment
shouldbe of individualpatients'EMs to avoidover-
relianceonstereotypedgroupdifferences.TheBEMI-C
offersareliablemethodfordoingthis.Whiletheidentifi-
cationof amedicaldiagnosisi tobebasedonsymptom
criteriaas definedin DSM andlCD, informationon
patients'EMs maybeausefulcomponentof acompre-
hensiveassessmentandmaybeusedtoestablishaposi-
tivetherapeuticalliancewithpatientsfromdiverseback-
grounds.Thisprobablyappliestoallethnicgroups.
SpiritualExplanationsand
ComplementaryTreatments
Spiritualcausalexplanations,theexpectationof seri-
ous consequences,and seekingcomplementarytreat-
mentsallsuggestthepresenceof acommonmentaldis-
order.In our study,spiritualexplanationsreferredto
religious,astrological,magical,andancestorinfluences
aswellasdestiny,badluck,andpunishmentfromGod.
Thehighcorrelationof spiritualexplanationswithcom-
monmentaldisordersmayreflecthatspiritualexplana-
tionsemergefollowingnonresponseto conventional
treatmentsor thatthosewithspiritualexplanationsfor
commonmentaldisordersdonotseekouthelpfromcon-
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ventionalsourcesofhelp.Complementaryt eatmentsare
basedonatheoryofbodyandmindthatismorecongru-
entwith a spiritualexplanationof distress.Therefore,
suchtreatmentsmaybeassociatedwithcommonmental
disordersif patientsarethemselvesidentifyinginterven-
tionsthatareinaccordwiththeirownEMs.
StrengthsandLimitations
Ourstudyissituatedinaninnercityareawhere thnic
groupscancompriseupto45%of thelocalpopulation.
Althoughwedidnotexaminetheeffectsofethnicdensity
onEMs,inhighethnicdensityareaspeoplemayholdon
totraditionalttitudesandEMsmaybemoreresistantto
change.Wedidtakeaccountof firstandsecondgenera-
tioneffectsby adjustingfor placeof birthin analyses.
However,otherthanplaceofbirthandeducationallevel,
wehadnodirectmeasuresof acculturationandpatterns
of EMs byintegrated,assimilated,ortraditionalcultural
identities.
AlthoughEMs ofmentaldisordercanbeincorporated
intodiagnosticassessmentsa awayof developingnew
culturallyvalidinstruments,II.32.33only a few of these
studiestestedassociationsbetweenEMs andmentaldis-
orders.II.33Wereportedthatmentaldistresswasassoci-
atedwithfinancialandbehavioralconsequences,spiritual
causalexplanations,andapreferenceforcomplementary
treatments.Wherethesecomplaintsareall present,pa-
tientsarelikelytomeetcriteriaforananxietyordepres-
sivedisorder.Previousworkshowsthatassessmentofpa-
tients'perceivedcausesofcommonmentaldisordersmay
improvepsychiatricassessment.11However,weincluded
aspectsof EMs thatmoststudiesdonotexplore,forex-
ample,reportedconsequences,controllability,andtreat-
mentoptions.
This was a cross-sectionalcase-controlstudythat
showedclinicallyrelevantassociations.It ispossiblethat
thecomponentsof EMs thatwereassociatedwithcom-
monmentaldisorderemergedasaconsequenceofhaving
a commonmentaldisorder,or theirpresencemarksa
morevulnerablegroupwhogoontodevelopcommon
mentaldisorder.It is knownthatEMs canchangeover
time,andwedidnotfollowupsubjects,othisstudycan-
notunravelthecausalsequence.Wedidnotinvestigate
mechanismsthatfavortheexpressionsof specificEMs.
Forexample,incountrieswherementalhealthproblems
arestigmatized,somaticEMsmaybemorecommon.11
DirectionsforFutureClinicalResearch
The processesthatgenerateinequalitiesarein part
contextdrivenandrelatedtosocialinequalities.However,
particularculturalidiomsandmetaphorsin clinicalcon-
sultationscoupledwiththissocialdisadvantagemaycol-
lectivelycontributeoinequalitiesofaccesstoservicesas
wellasdifferingexperiencesandoutcomesfromservices.
Theempiricaldataonsocialdisadvantageandtreatment
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experiencesof ethnicgroupsshowsimilarpatternsin
theUnitedStatesandtheUnitedKingdom,albeitfordif-
ferentethnicgroupS.34.35Futureresearchshouldinclude
prospectivedesignsandotherethnicgroups.Futurere-
searchmightexplorehowEMs influencepsychiatricas-
sessmentsinliveconsultationsandassessotheroutcomes
suchassocialfunctioningandqualityof life.Contextual
variablesuchasethnicdensity,neighborhoodcohesion,
and acculturationmay alsobe importanto explore.
Largersampleswill allowstratificationbygender,age,
andsocialvariables,byracialandethnicgroups,andby
culturalsubgroups.Themodificationof illnesspercep-
tionsis aneffectiveinterventiontoimproveadherenceto
treatmentsandclinicaloutcomesinchronicillnesses.35-37
Thus,specifictrialsof interventionstargetingEMs of
mentaldistressmayhelpimproveadherenceandfuture
engagementi differentclinicalsamplesinmentalhealth
care.
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